Abstract: This study notes the differences between trust and distrust perceptions by the elderly as compared with younger populations. Given the importance of trust and distrust in compliance, changing behaviors, and forming partnerships for both health and disease management, it is necessary to be able to measure patient-doctor trust and distrust (PDTD). Following recent conceptualizations on trust and distrust as coexistent states, this study hypothesizes predictors of PDTD. We are proposing that these predictors form the basis for designing, developing and validating a PDTD scale (PDTDS). It is important to capture the trust-distrust perceptions of older patients as they confront the complexities and vulnerabilities of the modern healthcare delivery system. This is necessary if we are to design interventions to change behaviors of both the healthcare provider and the older patient.
Introduction
Trust in the doctor and the healthcare system is important for patient satisfaction, compliance and partnership towards successful aging and better disease management. Williams (2001) defined trust as "one's willingness to rely on another's actions in a situation involving the risk of opportunism." Recent work on trust has increasingly focused on conceptualizations regarding distrust (Sitkin and Ross 1993; Bies and Tripp 1996; Sitkin and Stickel 1996) . Distrust entails "the belief that a person's values or motives will lead one to approach all situations in an unacceptable way" (Sitkin and Ross 1993) . Distrust is not mistrust or no-trust, the contradictory notion of trust. Distrust is a qualified conditional trust in doctors and/or the healthcare delivery system on the part of the patient. The latter may be burdened by cost, beset by anxiety, having to cope with difficulties of navigating the managed care system, and confused by the complexities of modern medicine. In the midst of such a multifaceted healthcare delivery system, positive and legitimate distrust can co-exist with positive trust during patient-physician encounters. This area of positive distrust has received minimal attention in the medical literature (McGary 1999; Goold 2002; Rose et al 2004) , when compared with the numerous studies relating to patient-physician trust (Thom and Campbell 1997; Kao, Green, David, et al 1998; Kao, Green, Zaslavsky, et al 1998; Safran et al 1998; Thom et al 1999; Leisen and Hyman 2001; Thom 2001; Hall et al 2002) , that followed the sentinel work of Anderson and Dedrick's (1990) patientphysician trust scale. When it comes to the elderly, however, there appears to be a paucity of research on trust or distrust (Montgomery et al 2004; Moreno-John et al 2004; Trachtenberg et al 2005) , despite the fact that the elderly account for over 30% in medical resource utilization as a group in the US. Moreover, with increasing Hypothesized predictors of patient-physician trust and distrust in the elderly: implications for health and disease management longevity and the growing numbers of the elderly worldwide, the issue of patient-doctor trust and distrust (PDTD) in this group of patients clearly merits research. In this exploratory study we will focus on the concept of trust and distrust as perceived by a convenient sample of older patients with chronic diseases who had interacted with their doctors and healthcare delivery systems over a long period of time. We will then review the literature as it relates to the dynamics of trust-distrust in the day-to-day patient-doctor encounter and define a set of hypothesized predictors of PDTD. We hope these predictors will serve as a basis to develop a PDTD scale (PDTDS).
Importance of patient trustdistrust determinants
It is important to understand the concept of PDTD. We would therefore like to expound on the trust-distrust concept based on various theories of trust and distrust and accordingly, derive hypothesized predictors of trust-distrust. Traditionally, patients have relied on trust in medical professionals to minimize the stress and uncertainty associated with their illness. If in addition, patients have to worry about their physician's control, given the increasing strictures of managed care and the perceptions related to the trustworthiness of the Health Maintenance Organization (HMO), it may become a major factor in how patients trust their physicians (Gray 1997) . In the last four to five years, state regulators have reported a 50% rise in complaints about HMOs by patients and physicians, particularly regarding healthcare service denials or delays, and most of these complaints reflect the public's increasing distrust of managed care rather than a true decline in quality healthcare (Mechanic and Rosenthal 1999) . Obviously, increasing trust of patients in the entire healthcare delivery system, inclusive of managed care, is critical.
This trust-distrust bi-dimensional but mutually complementing perspective may provide a better and more insightful framework to understand the dynamics of patientdoctor trust-relations than those expressed in existing trust scales (Anderson and Dedrick 1990; Thom and Campbell 1997; Safran et al 1998; Leisen and Hyman 2001; Thom 2001; Hall et al 2002) . Distrust is not mistrust, nor the opposite of trust, but a complimentary dimension that can enable doctors, nurses, managed care executives, and even governments who subsidize healthcare, to understand the specific and even positive role of distrust in patient-doctor trust. High levels of patient-doctor trust can coexist with high levels of patient-doctor distrust. Given the current complex US healthcare delivery system, patients are bound to experience high levels of trust and distrust with healthcare providers. Moreover, the perceived complexity, ambiguity, and vulnerability of healthcare delivery inputs, its processes and outcomes, and patient-physician encounters are bound to be a mix of high trust and distrust states that need to be carefully studied, predicted, and managed.
Measuring PDTD in older populations is important, especially, to better understand patient perceptions and design interventions to influence both doctor and patient behaviors. In chronic disease management, trust and distrust are important if patients are to adhere to care plans in partnership with their doctors.
Methodology
As an initial and experimental approach to the understanding of patient trust-distrust in doctors, we analyzed the results from an earlier study of patient trust in doctors where distrust was only a component of a scale that measured patient trust and satisfaction with doctors. This scale was administered to a convenient sample of 515 patients with chronic diseases. The scale (see Table 6 ) was designed to assess four major trust factors: Trust 1 (cooperation and caring attributes by doctors); Trust 2 (quality and hospital reputation); Trust 3 (patient's confidence in doctors); and Trust 4 (patient's distrust and fear in the healthcare delivery system).
Based on these preliminary results we undertook to investigate in depth the trust-distrust literature both in the management and the medical sociology fields and accordingly, derive a set of hypothesized predictors which we believe can be used as the basis for developing a PDTDS.
Results
Our preliminary study involved a mixed population of 200 breast cancer survivors, 174 hospitalized patients, and 141 ambulatory care patients. The demographics of the study population are presented in Table 1 . We then compared the age-trust relationship and patient satisfaction ( Figure 1 ). As observed in Figure 1 , whereas the first three constructs of the trust instrument (Trust 1, Trust 2, and Trust 3) moved in tandem with patient satisfaction, the fourth component that measured trust-distrust (Trust 4) significantly departed from the other three trust components and the satisfaction construct. Additionally, when the patient data was classified into age-groups, elderly (aged 65 years and above) and younger (aged less than 65), there were significant Patient-physician trust and distrust scales Note: Values are mean ± standard deviation or n and %. Percentages are derived from column totals and adjusted for missing data.
differences (p=0.005) in trust and distrust levels between the elderly and younger patients ( Table 2) . To further investigate and analyze this phenomenon, we chose the first sample of 200 female breast-cancer patients. In this sample, we studied two major groups: 101 African-American and 69 Caucasian patients. These results are provided in Table 3 . As observed in Table 3 , while the first trust components are statistically equivalent across both groups, the fourth component of trustdistrust shows significantly (p=0.028) higher levels of distrust among African-American patients. These results caused us to study the conceptual and theoretical foundations of patient trust-distrust and their determinants.
Conceptual and theoretical foundations of patient trustdistrust in doctors
While there is widespread agreement on the importance of trust-distrust in human conduct, there also appears a bewildering diversity in defining the construct of trust (Hosmer 1995) . Trust researchers have developed different trust constructs in response to disparate sets of questions regarding social phenomena (Bigley and Pearce 1998) . There has been remarkably little effort, however, to integrate these different perspectives (Lewicki and Bunker 1996; Bigley and Pearce 1998) . The formidable variety in approaches to trust is largely a function of the diverse theoretical perspectives and research interests of scholars engaged in trust research (Lewicki and Bunker 1996) . For instance, personality theorists view trust as an individual attribute or difference; sociologists and economists study trust as an institutional phenomenon or arrangement, and social psychologists conceptualize trust as behavior in a situational context: eg, an expectation of another party in a transaction (Sitkin and Ross 1993; Lewicki and Bunker 1996) . Whereas earlier trust literature in the management field contrasts trust with distrust as polar opposites, later developments reveal a complimentary approach to trust and distrust. Trust and distrust are separate dimensions that can coexist and mutually reinforce each other. It is therefore necessary to review these two streams of literature for a better understanding of the concepts of trust and distrust. Table 4 summarizes the discussions to follow. 
Trust and distrust as polar opposites Psychological view of trust and distrust
The earliest views on trust reflect a psychological approach. Mellinger (1956) defined trust as an individual's confidence in another person's intentions and motives, and the sincerity of that person's word. Following this approach, Read (1962) argued that trusting individuals: (a) expect their interests to be protected and promoted by those they trust; (b) feel confident about disclosing negative personal information about themselves; (c) feel assured of full and frank information sharing; and (d) are prepared to overlook apparent breaches of trust relationship. Deutsch (1960) viewed trust as an individual's confidence in the intentions and capabilities of the trust partner and the belief that he or she would behave as hoped. Deutsch (1960) also viewed distrust as confidence about a relationship partner's undesirable behavior, stemming from the knowledge of his or her capabilities and intentions. Our first research hypothesis in this regard is: Hypothesis 1: The higher the patients' sense that their interests are not being protected or promoted by doctors and nurses, the higher their distrust is with doctors and other healthcare providers.
Behavior theory of trust and distrust
Examining trust and distrust from a rational (predictive) choice perspective, behavior decision theorists define trust as co-operative conduct and distrust as nonco-operative conduct in a mixed-motive game situation, and see trust and distrust as polar opposites (Coleman 1990 ). Some earlier social psychological studies also considered trust and distrust as conflicting psychological states, and hence as unstable and transitory, and reckoned trust and distrust as opposing attributes (Lewis and Weigert 1985) . Normatively, therefore, trust was viewed as something good, and distrust as something bad or as a psychological disorder. Distrust was considered to reflect psychological imbalance and inconsistency, both adverse conditions that must be avoided (Deutsch 1960) . Our second research hypothesis in this regard is:
Hypothesis 2: The higher the patients' sense of noncooperative conduct and conflicting interests on the part of doctors and nurses, the higher their distrust is with doctors and other healthcare providers.
Patient-physician trust and distrust scales Personality dispositional view of trust and distrust
For personality researchers who view trust as an individual difference, trust and distrust exist at opposite ends of a single trust-distrust continuum (Rotter 1971) . They are mutually exclusive and opposite conditions. In general, low trust expectations are indicative of high distrust from this point of view (Stack 1978; Tardy 1988) . The central focus of these theories is how individuals develop their propensities to trust, and how these predilections affect their thoughts and actions regarding persons (Rotter 1967 (Rotter , 1971 (Rotter , 1980 . According to these theories, factors exist within individuals that predispose them to trust or distrust others, especially when they do not know them. Rotter (1967 Rotter ( , 1971 Rotter ( , 1980 argues that trust is a stable belief based on individuals' extrapolations from their early life-experiences. Trust develops during childhood as an infant seeks and receives help from its benevolent caregiver. Children of trusting parents trust others more easily than children of distrusting parents, and children with trusting siblings are better predisposed to trust. The more novel, complex, and unfamiliar the situations, the more influence such predispositions bear on trusting (or distrusting) behavior. According to Hardin 1998 . people with trusting dispositions co-operate better, whereas people with distrusting predispositions tend to avoid co-operative activities, fearing exploitations. The latter, have fewer positive interaction experiences that beget trust; the former have more and progressively increase their trust. In this sense, trust begets trust, and distrust perpetuates distrusting predilections. (Rotter 1967 (Rotter , 1971  and cooperate better. and cooperate less with corrected. Trust-distrust Stack 1978; Tardy 1988) the trusted. transcends the social context.
Expectation
Trust as a generalized Trust is a set of expectations Distrust is a set of Assure patients that you will (Rotter 1980;  expectancy that the trusted will behave expectations that the act always in their interests, Zucker 1986 ; in a helpful manner as trusted will not behave thus converting distrust to Gambetta 1988) expected by the trustor. helpful as expected by the trust. trustor. 
Sociology
Trust-distrust as a Trust and distrust coexist as Trust is a positive Do not over-trust. Total, (Luhmann 1990;  mechanism for reducing functional equivalents or expectation of beneficial unconditional trust could Lewicki et al 1998) social complexity and substitutes for reducing action; distrust is a positive be dangerous for managing uncertainty.
social complexity. expectation of injurious social relations. action.
Social psychology
Trust-distrust as a Trust as positive-valent and Trust involves confident Trust is a necessary ingredient (Cacioppo et al 1997;  continuum of a distrust as negative-valent positive expectations and for social order; hence, focus Lewicki et al 1998) psychological state that is attitudes can coexist. distrust involves confident on nurturing trust. Be sensitive unstable and transitory.
negative expectations to sources of patient distrust regarding trusting partners. and manage them carefully.
Interdependence
Trust-distrust as Trust is a function of one's Distrust is also a function Trust-distrust investment (Sitkin and Ross 1993;  interdependent behavioral dependence upon and of one's dependence upon should not be too high, Mayer et al 1995;  expectations amidst vulnerability regarding and vulnerability regarding or too low, but geared to Williams 2001) complexity and the other party. the other party. meet all situations within vulnerability.
the complexities and risks of modern healthcare systems.
Patient-physician trust and distrust scales
Cognition-based trust researchers, however, would argue that trust relies on rapid, cognitive cues or first impressions, as opposed to personal dispositional characteristics of trust (Lewis and Weigert 1985; Meyerson et al 1996) . Especially, during first new patient-doctor encounters, parties may have to develop trust based on initial cognitive cues and first impressions. In such situations, individuals may have to rely either on one's predispositions to trust or on institution-based trust-development cues. Our third research hypothesis in this regard is:
Hypothesis 3: The higher the patients' predispositions to distrust the complex, unfamiliar, and costly healthcare system, the higher their distrust is with doctors and other healthcare providers.
Expectation theory of trust and distrust
Expectation theory defines trust as "a generalized expectancy held by an individual that the word, promise, oral or written statement of another individual or group can be relied upon" (Rotter 1980) . Trust is "a set of expectations shared by all those involved in an exchange" (Zucker 1986 ). Trust is based on an individual's expectations that others will behave in ways that are helpful or at least not harmful (Gambetta 1988 ). Zucker's (1986) definition of trust as a preconscious expectation suggests that vulnerability is only salient to trustors after a trustee has caused them harm. In reciprocal terms, distrust is understood as the expectation that others will not act in one's best interests, even engaging in potentially harmful behavior (Govier 1994) . Our fourth research hypothesis in this regard is:
Hypothesis 4: The higher are the patients' expectations regarding doctors, nurses, hospitals and managed healthcare, the higher their distrust is with doctors and other healthcare providers.
Criticism of trust and distrust as polar opposites
Research within management literature has focused on trust primarily in terms of "rational prediction" (Lewis and Weigert 1985) wherein agents conceive distrust as a highly risky situation that must be reduced or avoided by rational choices that predict distrust. Such "predictive" accounts of trust "appear to eliminate what they say they describe", thus disregarding or removing core elements of trust (Lewis and Weigert 1985) . Under this view, trust exists only in an uncertain and risky environment; that is, trust cannot exist in an environment of certainty (Bhattacharya et al 1998) .
The expectation-approach views trust as a disposition that would be most predictive in situations where individuals are relatively unfamiliar with one another. Trust, in this tradition, is viewed as a calculated decision to cooperate with specific others, based on information about others' personal qualities and social constraints: a context that very much reflects the patient-doctor trust encounter situation. Under this view, trust reflects an aspect of predictability, that is, it is an expectation; it cannot exist without some possibility of error. That is, trust can exist with some distrust. For instance, when patients say they trust a doctor, they do not necessarily make a statement whether the doctor is good or bad; but they reflect the notion of trust as a prediction of the doctor's behavior in a given context (Bhattacharya et al 1998) . Table 4A summarizes various polar theories of trust and distrust. Key assumptions of these theories are: (a) trust and distrust are mutually exclusive and opposite unidimensional conditions; that is, trust and distrust are polar opposites; (b) trust is good and distrust is bad; (c) the social context of trust and distrust is either irrelevant or of low consequence (Lewicki et al 1998) . Most of these models are "undersocialized" and omit the role of concrete personal and social relationships and structures of such relations.
The major problem for these divergent views on trust and distrust is that scholars (a) have given limited attention to the role of social context in trust and distrust research, and (b) have considered trust-distrust as a one-dimensional construct. In the latter case, scholars have considered interpersonal relationships within organization or exchange situations as one-dimensional, with a single dimension or component of relationship to determine the quality of the entire relationship (Lewicki et al 1998) .
Trust and distrust as complimentary constructs
Trust and distrust are reciprocal terms. Both trust and distrust are separate but linked dimensions. They are not polar opposites on a single continuum such that low trust means high distrust and high trust means low distrust. Trust and distrust both entail certain expectations, but whereas trust expectations anticipate beneficial conduct from others, distrust expectations anticipate injurious conduct (Lewicki et al 1998) . Both involve movements toward certainty: trust concerning expectations of things hoped for and distrust concerning expectations of things feared. Hence, both states can coexist (Priester and Petty 1996) ; they are functional equivalents (Luhmann 1990 ).
Organizational psychology theory of trust and distrust
Institution-based trust means that one believes the necessary impersonal structures are in place to enable one to act in anticipation of a successful future endeavor (Zucker 1986; Shapiro 1987 ). Zucker (1986) describes how certain specific institutional or social structures and arrangements generate trust. Institution-based distrust means that one believes the necessary impersonal structures are not in place. For instance, rational bureaucratic organizational forms could be trust-producing mechanisms for situations where the scale and scope of economic activity overwhelm interpersonal trust relations. Public auditing of firms, Securities and Exchange Commission (SEC) regulations, Federal Trade Commission (FTC) mandates and other government vigilance programs may increase customer trust in those companies. Institution-based trust researchers maintain that trust reflects the security one feels about a situation because of guarantees, safety nets, or other structures (Zucker 1986; Shapiro 1987) . Thus, the safe and structured atmosphere of a classroom may enable students to develop high levels of initial trust (Lewis and Weigert 1985; Shapiro 1987) . Tough screening and high professional experience levels of new recruits may help senior employees to trust then implicitly.
Trusting intention at the beginning of a relationship may be high because of institution-based trust stimulators. Institution-based trust literature speaks of two such stimulators: situation normality and structural assurances. Situation-normality: defined as the belief that successful interaction is likely because the situation is normal (Garfinkel 1963) or customary (Baier 1986) , or that everything is in proper order (Lewis and Weigert 1985) . Structural assurances: defined as the socially learned belief that successful interaction is likely because of such structural safeguards or contextual conditions as promises, contracts, regulations, legal recourse, and guarantees are in place. The current healthcare crisis as a result of lack of insurance, high prices of prescription drugs in the US and fragmentation of care are instances of breakdown of situation normality and structural assurances such that high levels of trust and distrust could coexist. A fifth researchable hypothesis in this regard is:
Hypothesis 5: The higher the patients' sense of situation abnormality and lack of structural assurances in modern health delivery system, the higher their distrust is with doctors and other healthcare providers.
Sociological theory of trust and distrust
Sociologists recognize the importance of trust and distrust as mechanisms for reducing social complexity and uncertainty, and, accordingly, view them as functional equivalents or substitutes. Luhmann (1990) argues that both trust and distrust function to allow rational actors to understand, contain, and manage social uncertainty and complexity, but they do so by different means. Trust reduces social complexity and uncertainty by disallowing undesirable conduct from consideration and replacing it with desirable conduct. Conversely, distrust functions to reduce social complexity and uncertainty by allowing undesirable conduct and by disallowing desirable conduct in considering alternatives in a given situation. In the latter case, distrust becomes a "positive expectation of injurious action" (Luhmann 1990 ). Distrust simplifies the social world, allowing the individual to move rationally to take protective action based on these positive expectations of harm. Social structures appear most stable where there is a healthy dose of both trust and distrust to generate a productive tension of confidence (Lewicki et al 1998) . Luhmann (1990) even argues that "trust cannot exist apart from distrust, and trust cannot increase without increases in distrust. Increases in trust or distrust -apart from increases in the other -may do more harm than good." An over-trusted person can often exploit the over-trusting person. "Apart from a genuine openness to the possible necessity of distrust, benign and unconditional trust appears to be an extremely dangerous strategy for managing social relations" (Lewicki et al 1998) . Our sixth research hypothesis in this connection is:
Hypothesis 6: The higher the patients' sense of social complexity and uncertainty brought about by undesirable behaviors of doctors, managed healthcare and other healthcare providers, the higher their distrust is with doctors and other healthcare providers.
Social psychology theory of trust and distrust
Human psychology functions in a social context. Hence, if the social context of an exchange situation or an organizational relationship is properly focused and fully brought into the social equation, then it is quite possible that an individual who trusts a partner on some attributes (eg, scientific knowledge, technical skill) may distrust that partner on other features (eg, social skills, ethical conduct, compassion skills), and both these states can coexist.
Patient-physician trust and distrust scales
According to social psychologists (Cacioppo et al 1997) , positive-valent and negative-valent attitudes can coexist, and thus, trust which involves confident positive expectations and distrust which implies confident negative expectations regarding trusting partners, can operate simultaneously in the same individual, although from different viewpoints (Lewicki et al 1998) . Watson and Tellegen (1985) noted that high positive affectivity (eg, active, strong, excited, enthusiastic, and elated) was not synonymous with low negative affectivity (eg, calm, relaxed, and placid). Similarly, low positive affectivity (eg, sleepy, dull, drowsy, and sluggish) was not synonymous with high negative affectivity (eg, distressed, scornful, hostile, fearful, nervous, and jittery). These and other studies (Cacioppo and Gardner 1993) clearly indicate that positive-valent and negative-valent constructs are separable. The two constructs may systematically and negatively correlate, but their antecedents and consequences may be separate and distinct (Cacioppo and Gardner 1993) . The factors related to positive affect are distinct from those surrounding negative affect (Watson and Tellegen 1985) . These considerations indicate that the bases of trust and distrust may be different and separable. That is, trust is not the opposite of distrust; there may not be a singular trustdistrust continuum. High trust may be opposed to low trust; and high distrust may be antithetical to low distrust. The two states, even though ambivalent, could coexist. Our seventh research hypothesis may be stated as follows:
Hypothesis 7: The higher the patients' level of negativevalent attitudes regarding doctors, nurses, hospitals, and managed healthcare, the higher their distrust is with doctors and other healthcare providers.
Interdependence theory of trust and distrust
Recent definitions of trust imply interdependent behavioral expectations. Thus, Hosmer (1995) defines trust as one party's optimistic expectations of the behavior of another, when the party must make a decision about how to act under conditions of vulnerability and dependence. According to Moorman and colleagues (1992) and Mishra (1996) , vulnerability is an important constituent of trust. That is, in the absence of risk or vulnerability trust is not necessary, since outcomes are not of consequence to trustors. Sabel's definition of trust assumes vulnerability: "trust is the mutual confidence that no party to an exchange will exploit the other's vulnerability" (Sabel 1993 ). According to Mayer and colleagues (1995) , vulnerability accompanies trust. They define trust as "the willingness of a party to be vulnerable to the actions of another party based on the expectation that the other will perform a particular action important to the trustor, irrespective of the ability to monitor or control the other party." Zucker's (1986) definition of trust as a preconscious expectation suggests that vulnerability is only salient to trustors after a trustee has caused them harm. Following this important trend, we will incorporate the domain of vulnerability in the trust-distrust scale, since so much of modern medicine in all its complexity, speed on innovation, and cost-conscious managed care involves vulnerability. Williams (2001) defines trust as "one's willingness to rely on another's actions in a situation involving the risk of opportunism." In contrast, distrust entails "the belief that a person's values or motives will lead one to approach all situations in an unacceptable way" (Sitkin and Ross 1993) .
In fact, trust-research "appears to be premised on the general idea that actors (ie, individuals, groups or organizations) become, in some ways, vulnerable to one another as they interact in social situations, relationships and systems" (Bigley and Pearce 1998) . As organizational arrangements become more complex (as in the current healthcare environment), actors' vulnerability to one another could become broader and deeper, and trust may be one of the best mechanisms actors have to cope with these new conditions (Bigley and Pearce 1998) . Often, patients are unfamiliar with physicians, surgeons, nurses, and hospitals. Gathered information in this regard may not be complete or totally reliable for establishing affective bonds with one another. Patient trust may be an effective surrogate in this regard. Our eighth related research hypothesis is:
Hypothesis 8: The higher the patient's sense of unfamiliarity and vulnerability with the complexity of modern health delivery system, the higher their dependence upon and distrust with doctors and other healthcare providers. Table 4B summarizes various complimentary theories of trust and distrust. They make some key assumptions: (a) Trust and distrust are mutually inclusive and complementary bi-dimensional conditions; that is, trust and distrust can coexist and reinforce each other; (b) Trust is good and positive and distrust is also good and positive, although based on different expectations; trust relates to beneficial expectations; distrust involves hazardous expectations; life experiences involves both, and often at the same time; (c) Trust-distrust is embedded in the complex, unfamiliar, and vulnerable social context of human relationships.
Complimentary theories of trust and distrust

Discussion
The importance of PDTD cannot be underestimated as it relates to compliance and patient satisfaction. There have been recent changes in the experiences of Medicare beneficiaries as a result of decline in the quality of interactions between patients and their doctors, a breakdown in continuity and integration of care and difficulties with access to care despite improvements in medical technology (Montgomery et al 2004) .
Expectations of care by the elderly include trust and the need for a sense of personal touch. Trust is complex in the older person given that they could be satisfied but not trust providers or they could trust providers but not be satisfied (Hupcey et al 2004) . A recent study on how patients' trust relates to their involvement in medical care (Trachtenberg et al 2005) identifies age as an important predictor with older patients being more compliant, deferential, passive, and trusting of their doctors as compared with younger patients. Our preliminary studies and those of other research workers appears to support that the perceptions of PDTD in the elderly are different from the rest of the patient population. It is therefore necessary to have an ability to measure PDTD as a basis for developing interventions that can positively affect both patient and doctor behaviors during the clinical encounter. We are proposing a set of eight hypothesized predictors, based on the trust distrust theories that could serve as a basis for developing a PDTD scale. Table 5 synthesizes patient-physician interpersonal relations as a function of Low versus High, Trust and Patient-physician trust and distrust scales Distrust. Each quadrant suggests clear implications to physicians, doctors and other healthcare givers, as well as to patients. It is a challenge for all healthcare givers to generate in their patients lower levels of fear, skepticism, and cynicism such that costs of patient monitoring and fragmentation of care is significantly reduced. Analogously, healthcare providers must do everything within their power and skills to generate in their patients high levels of hope, faith, confidence, assurance, and also welcome high patient cooperation.
Based on the trust-distrust literature reviewed earlier and the various factors of trust-distrust hypothesized, we present Table 6 Patient-physician trust-distrust scale statements a tentative patient's trust-distrust measurement instrument in Table 6 . Accordingly, Table 7 indicates which theory reflects which scale statement. Following Table 4, Table 8 projects which statement is best positioned to fall into one of the four quadrants. Both Table 7 and Table 8 ensure nomological (conceptual-theoretical) validity of the trustdistrust scale. Finally, Table 9 sketches costs versus benefits of various patient-physician trust-distrust encounters. The bottom line in healthcare is to have a profit margin so that ongoing research education and development of innovative modes of healthcare is possible. 
Expectation
Trust as a generalized Trust is a set of expectations Distrust is a set of 3, 4, 14, 15, 23, 44, (Rotter 1980;  expectancy. that the trusted will behave expectations that the trusted Zucker 1986; helpful as expected by the will not behave helpful as Gambetta 1988) trustor. expected by the trustor. 3, 5, 9, 11, 15, 28, 30 , 43 psychology phenomenon supported by institutional systems that institutional systems that (Garfinkel 1963;  institutional mechanisms. support trust. support distrust. Lewis and Weigert 1985; Baier 1986; Zucker 1986; Shapiro 1987) 
Sociology
Trust-distrust as a Trust and distrust coexist as Trust is a positive 7, 11, 26, 38, 42, 43 (Luhmann 1990;  mechanism for reducing functional equivalents or expectation of beneficial Lewickiet al 1998) social complexity and substitutes for reducing action; distrust is a positive uncertainty.
social complexity. expectation of injurious action.
Social psychology
Trust-distrust as a Trust as positive-valent and Trust involves confident 8, 16, 37, 39, 40, 44, 45, (Cacioppo et al 1997;  continuum of psychological distrust as negative-valent positive expectations and Lewicki et al 1998) state that is unstable and attitudes can coexist. distrust involves confident transitory.
negative expectations regarding trusting partners.
Interdependence
Trust-distrust as
Trust is a function of one's Distrust is also a function 9, 10, 12, 31, 32, 49 (Mayer et al 1995;  interdependent behavioral dependence upon and of one's dependence upon Sitkin and Ross 1993;  expectations amidst vulnerability regarding the and vulnerability regarding Williams 2001) complexity and other party. the other party. vulnerability. 2, 16, 18, 19, 20, 22, 28, 29, 30, 33, 35, 36, 41, 48 4, 5, 6, 7, 8, 15, 17, 31, 32, 47, 49 10, 13, 21, 25, 26, 34, 37, 40, 45, 50 [10 items] 3, 9, 11, 12, 14, 23, 24, 27, 38, 39, 42, 43, 44, 46 [14 items ] 24
Total number of items 25 25 50 
Concluding remarks
Distrust of doctors and the healthcare system may be a significant barrier to seeking proper medical care, enforcing effective preventive care and following treatment regimens. Hence, conceiving, formulating, and implementing various strategies to reduce patient distrust and mistrust are an important component of delivering modern healthcare.
